Background: Internalized stigma, another aspect of stigma, is the adoption of negative attitudes and stereotypes of the society regarding people's illness. Aims and Objectives: The primary aim of this study was to investigate the internalized stigma state of acne vulgaris (AV), vitiligo, and alopecia areata (AA) patients and to identify the factors influencing internalized stigma. Materials and Methods: A total of 150 patients (50 AV, 50 vitiligo, and 50 AA) who applied to the outpatient clinic were consecutively enrolled in this study. The sociodemographic characteristics of the patients were recorded. In addition, patients answered the Internalized Stigma Scale (ISS), the Dermatology Life Quality Index, the Perceived Health Status, the General Health Questionnaire, and the Acne Quality of Life Scale. Results: In this study, the Cronbach's alpha coefficient for the whole ISS scale was calculated as 0.91 for AV, 0.91 for vitiligo, and 0.93 for AA. Conclusion: The present study indicates that patients with AV, AA, and vitiligo internalize the negative stereotype judgment of the society for themselves. High levels of internalized stigma in the studied patients presented a parallel trend to the negative quality of life (QoL). Therefore, internalized stigma may be one of the major factors affecting the QoL in these diseases.
IntroductIon
Dermatological diseases discriminate an individual from others; in other words, they stigmatize the patient due to the visibility of the skin lesions. The skin is the most important part of our body interacting with the outside world. Diseases located on the areas of the body that can be easily seen during this interaction cause significant psychosocial influences, especially stigmatization. Acne vulgaris (AV), alopecia areata (AA), and vitiligo are among the most important target diseases because their individual lesions are frequently localized on visible areas. These diseases may lead to significant psychosocial influences in the patient: deterioration in the body perception, decrease in self-esteem, and social withdrawal. Furthermore, anxiety and depression are more commonly reported in these patients. [1] [2] [3] [4] [5] [6] [7] [8] Internalized stigma, another aspect of stigma, is the adoption of negative attitudes and stereotypes of the society regarding peoples' illness. [9] The patient presumes that other people have a reaction toward his/her illness and eventually withdraws from the social life, ending up with decreased self-esteem and life satisfaction, increased depression and suicidality, and difficulty in coping with the illness. [10, 11] Consequently, patients may face social cohesion problems and unemployment. Furthermore, compliance with treatment may become affected, increasing the risk of treatment failure and poor disease control. [10, 12] According to the available current literature, the Internalized Stigma Scale (ISS) has not been applied to patients with vitiligo and AA. The ISS has been first used by our group on patients with AV and a high degree of internalized stigma was found. [13] The primary aim of this study was to investigate the internalized stigma state of patients with AV, AA, and vitiligo and to identify the factors influencing internalized stigma state in these three diseases.
MaterIals and Methods
A total of 150 patients (50 AV, 50 vitiligo, and 50 AA) who applied to our dermatology and venereology outpatient clinic have been consecutively enrolled in this study. Informed consent was obtained from all participants, and the study was conducted according to the principles of the Declaration of Helsinki. Local ethics committee's approval for the study was granted (70904504/548). The sociodemographic characteristics of the patients and other parameters which may influence internalized stigma and quality of life (QoL) (age, sex, duration of disease and the age of onset, history of psoriasis in the family, accompanying diseases, level of income, educational level, marital status, smoking, and alcohol consumption) were recorded. Disease severity scores such as Vitiligo European Task Force (VETF) score, Vitiligo Disease Activity (VIDA) score, Severity of Alopecia Tool (SALT) score, and Food and Drug Administration (FDA) Acne Global Grade were used to assess disease severities. In addition, the patients answered the ISS, the Dermatology Life Quality Index (DLQI), the Perceived Health Status (PHS) Questionnaire, the General Health Questionnaire (GHQ), and Acne Quality of Life Scale (AQLS) on the day of enrollment.
Questionnaires

Internalized Stigma Scale
The ISS was developed by Ritsher et al. [9] for mental illnesses and has been adapted for many diseases other than psychological disorders. The ISS is a Likert-type scale composed of 29 items measuring the internalization of stigma experienced by the patients. It has five dimensions, namely, alienation (6 items), stereotype endorsements (7 items), perceived discrimination (5 items), social withdrawal (6 items), and stigma resistance (5 items) . ISS values range from 4 to 91. High ISS scores mean more severe internalized stigma. Those who score 0-25 points on the ISS are considered as having low stigmatization, those who score 26-39 points are considered as having moderate stigmatization, and those who score 40 are rated as having high stigmatization. [9] The Dermatology Life Quality Index
The DLQI is the first quality-of-life scale developed for dermatological disorders. It is composed of ten questions in total and the scores range from 0-30. High values indicate that the disease has a significant influence on daily life, job, school life, leisure time activities, and interpersonal relationships. The Turkish version has been validated by Oztürkcan et al. [14] 
Perceived Health Status
The PHS is a Likert-type scale examining general health using a single question. In analyses, Likert scorings are classified as 1, 2, and 3 ("worse than good") and 4 and 5 ("good"). [15, 16] The General Health Questionnaire-12 scale
The GHQ-12 has been developed by Goldberg and Hillier in order to define mental status in public and primary health-care establishments. [17] Although the GHQ-12 has been developed to distinguish general mental disorders, it contains items questioning basic symptoms of depression including enjoyment, sense of calm, distractibility, and sleeplessness. [18] The validity and reliability of the Turkish version have been evaluated by Kilic et al. (Cronbach's alpha = 0.78). [19] 
Acne Quality of Life Scale
It is a measure of nine questions developed by Gupta et al. It aims to determine the relationship between acne severity and psychological morbidity due to acne. The answers to the questions are scored 1, 2, 3, and 4 according to the degree that the patients have suffered due to their acne. The total score is calculated by summing the points of each problem. A high score indicates more deterioration in the QoL. [20] The questions refer to feelings of restlessness besides others, decrease in socialization, difficulty with girlfriend or boyfriend, difficulties with close friends, difficulty with family relations, feeling isolated, ridiculing, romantic reluctance, and rejection by friends. [20, 21] The reliability study of the Turkish version of this scale was performed by Demirçay et al. [21] open comedonal lesions and few papules and pustules are visible (usually < 10) and no nodules are found; moderate: inflammatory lesions such as papules and pustules are also evident (10-40 lesions). More comedones are also available. There may be a small number of nodules; severe: there are numerous comedones (40-100) and deep, large inflammatory nodules (up to 5) with common papules and pustules (40-100). In general, widespread involvement such as the face, trunk, and back is present; very severe: severe lesions such as nodulocystic acne or acne conglobata are present. There are numerous large painful pustules and nodular lesions, as well as numerous papules, pustules, and comedones.
Vitiligo
Vitiligo Disease Activity Score
The VIDA is a scoring system that measures vitiligo activity, rated at a maximum of + 4 and a minimum of − 1. The last year of patients' vitiligo assessment is based on the subjective evaluation of the disease activity status. Low VIDA scores indicate that the disease activity is low. [23] 
Vitiligo European Task Force Scale
In recent years, the use of the VETF scale has been recommended in assessing the severity of vitiligo and treatment response. [24, 25] The VETF scale is a scoring system that assesses the extent of involvement of vitiligo, disease progression, and spread of lesions. The area of occupation is calculated according to the nine rules used in burns. Staging is scored between 0 and 4 according to skin and hair pigmentation status in vitiligo patches. The spread of the lesions is classified as + 1: progressive, 0: constant, and − 1: regression. [24] Alopecia areata Disease severity is determined by using the SALT. [26] The SALT scoring system is based on the involvement percentages of AA.
Statistical analysis
In the present study, the reliability of ISS and all subscales of the ISS was examined by calculating the Cronbach's alpha internal consistency coefficients. It was accepted that the minimum acceptable level of these values was 0.70. It was observed that some of the internal consistency coefficients of the ISS were <0.70 in this study. For this reason, to ensure the In the cases where the parametric test assumptions were used, the "Student's t-test" was used to determine the difference between the two independent groups. The "Mann-Whitney U-" test was used for the two groups when the parametric test assumptions were not met. Categorical data were analyzed using "Chi-square significance test" or "Fisher's exact test." A 95% significance level (or α = 0.05 error margin) was used to determine the differences in the analyses.
results
The Cronbach's alpha coefficient for the whole scale was calculated as 0.91 for AV, 0.91 for vitiligo, and 0.93 for AA. Similar results were also observed when the reliability coefficients regarding the subscales of ISS were compared with Cronbach's alpha values obtained from the original reliability validity study [9] and the reliability validity studies of the Turkish version for psychiatric disorders [27] and psoriasis [28] which is the first dermatological disease studied by this scale [ Table 1 ].
Acne vulgaris
The mean age of the patients with AV was 20.58 ± 3.71 years. The major sociodemographic and clinical features of patients with AV participating in the study are summarized in Table 2 .
The lowest value of the ISS in the five subscales belongs to the subscale of resistance to stigmatization, and the highest value belongs to the subscale of social withdrawal [ Table 1 ].
The mean AQLS of patients with AV was 14.40 ± 6.19, the mean DLQI was 6.78 ± 5.58, the mean ISS was 59.48 ± 15.40, the mean GHQ was 23.60 ± 4.47, and the mean PHS was 3.78 ± 0.73. A statistically significant correlation was found between the ISS and DLQI (r = 0.596, P < 0.001), the GHQ (r = 0.594, P < 0.001), and the AQLS (r = 0.587, P < 0.001). The relationship between ISS and AQLS, DLQI, GHQ, and PHS of patients with AV is summarized in Table 3 . To examine the criterion validity of the ISS, the Acne FDA Global Score was used. There was a positive correlation between acne severity and DLQI (P = 0.024). The ISS scores (P = 0.005) showed a statistically significant increase with the increase of education level. The AQLS scores were statistically significantly higher in males than in females (P = 0.012). The mean AQLS for married individuals was statistically significantly lower (P = 0.017). In married individuals, DLQI and GHQ scores were lower, and the ISS score was higher, although not statistically significant (P = 0.243, P = 0.957, and P = 0.680, respectively).
Vitiligo
The mean age of the patients with vitiligo was 34.28 ± 13.02 years [ Table 4 ]. The mean age at onset of the disease (P = 0.02) was lower, and the duration of illness (P = 0.04) was longer in women. The mean DLQI of the patients with vitiligo was 4.70 ± 5.33, the mean ISS value was 51.68 ± 14.34, the mean GHQ was 23.18 ± 5.38, and the mean PHS was 3.92 ± 3.03. In patients with vitiligo, the lowest value of the ISS in the five subscales belongs to the subscale of resistance to stigmatization, and the highest value belongs to the subscale of alienation [ Table 1 ]. The mean VETF area-score of the patients was 9.68 ± 8.30, the VETF staging-score was 6.02 ± 3.22, the VETF-spreading score was 0.28 ± 3.01, and the VIDA score was 1.04 ± 1.26. No correlation between disease severity and ISS was observed. A significant correlation was found between vitiligo type and VETF area (P = 0.001) and staging score (P = 0.006). Patients with generalized vitiligo were found to have higher area and staging scores. This finding confirms the association of patients with generalized body involvement with more severe disease. There was a statistically significant correlation between the ISS and DLQI (r = 0.540, P < 0.001) in patients with vitiligo. Married individuals had lower GHQ scores (P = 0.024). The correlation between the ISS and VETF area-staging-spreading scores, VIDA score, GHQ score, DLQI score, and PHS score is summarized in Table 5 .
Alopecia areata
T h e m e a n a g e o f t h e a l o p e c i a p a t i e n t s w a s 30.92 ± 10.92 years [ Table 6 ]. The age of first application to the hospital was statistically significantly higher (P = 0.025), and the duration of illness was longer in women (P =0.016). In patients with AA, the lowest value among the five subscales of the ISS belonged to the subscale of resistance to stigmatization and the highest value belonged to the social withdrawal subscale [ Table 1 ]. The mean ISS was determined as 59.46 ± 15.82, the mean DLQI of the patients was 6.64 ± 6.13, the mean GHQ was 24.04 ± 5.73, and the mean PHS was 3.80 ± 0.80. GHQ scores were statistically significantly higher in women (P = 0.003). The mean SALT score was 1.96 ± 1.41. A statistically significant correlation was also found between the ISS and DLQI (r = 0.508, P < 0.001) and GHQ (r = 0.329, P = 0.024) in patients with AA [ Table 7 ].
Comparison of all diseases
The mean ISS scores of AV (59.48 ± 15.40) and AA (59.46 ± 15.82) were higher than that of vitiligo patients (51.68 ± 14.34). There was no significant correlation between disease severity scores (SALT, FDA Global Acne, VETF, and VIDA scores) and the mean values of the ISS in patients with AV, AA, and vitiligo [ Table 8 ].
dIscussIon
The mean total ISS scores of AV, vitiligo, and AA in our study were high (>40). They were comparable with those obtained from psychiatric and dermatologic patient populations. [28] [29] [30] [31] [32] [33] The ISS subscale with the lowest value among all the three diseases was the subscale of resistance to stigmatization. This result alerts us as it shows how vulnerable the patients are to stigma. When dermatological diseases locate on visible body parts, they cause distress and psychological effects on individuals. Thus, high ISS scores may be explained by this effect. Moreover, some behaviors of health professionals (doctors, nurses, and technicians) may also cause an increase in patients' distress. All practitioners and other health-care providers should be aware of this aspect of dermatological diseases and practitioners should add psychiatric examination or evaluation into their routine practices to improve patients' health. Furthermore, health-care providers need to strengthen patients' stigma resistance abilities.
The mean ISS and DLQI scores of AV and AA were higher than those of vitiligo. This could be due to the disease course of vitiligo as it is usually different from that of AV and AA. Patients with AA and AV often have effective treatment options for short-term therapy. However, these diseases usually relapse and cause more anxiety because of quick changes (improvement and worsening). On the other hand, vitiligo is usually more stable, and changes can only be seen in the long term which can result in patients' acceptance of the situation and coping mechanisms. Furthermore, vitiligo can be located on nonvisible body sites. However, AV and AA are almost always located on visible body parts. All these factors could affect the increased ISS levels in AV and AA. We also observed a positive correlation between the mean values of ISS and QoL scores for all the three diseases. This result demonstrates that the significance of internalized stigma is correlated with negative life quality. The dermatological diseases studied in our study are shown to affect the QoL of patients. Thus, by acknowledging this, practitioners may improve the general health of these individuals. Moreover, AV and AA were shown to affect the GHQ in our study, which suggests the detrimental effects of these diseases on general health. Contd... ). ****SALT scoring; S1: Hair loss <25%, S2: Hair loss 25-49%, S3: Hair loss 50-74%, S4: Hair loss 75-99%, S5: Hair loss 100% of the scalp. *****Perceived health question; 1, 2, 3 are classified as 1, 2 and 3 ("worse than good"), and 4 and 5 ("good"). AA: Alopecia areata, SALT: Severity of Alopecia Tool, PHS: Perceived Health Status Questionnaire However, there was no significant correlation between disease severity scores (SALT score, Acne FDA Global Score, or VETF and VIDA scores) and the mean values of the ISS in our study. These results show that the presence of the disease affects the ISS independently from the severity of these diseases. On the other hand, it is difficult to fully evaluate the relationship between the severity of the disease and the ISS, as a significant proportion of our patients were under treatment and were using systemic therapeutic options, especially those with severe illnesses. For vitiligo, we used both VETF (assessing disease activity, stage, and spreading) and VIDA (patients assessing the progression of the disease by themselves) scores as this could help us to evaluate both physicians' and patients' perspectives.
Married individuals were shown to have lower AQLS, DLQI, and GHQ scores and higher ISS scores. This finding was consistent with that of the study of Alpsoy et al. [10] They suggested that family members and their social environment and responsibilities may cause internalized stigma to be more pronounced in married individuals. Moreover, they put forward the idea of having a regular sexual life in married individuals, which might increase the perception of stigmatization. Education level was another significant factor in terms of ISS and DLQI scores. The ISS and DLQI scores were getting higher directly with the higher educational level. This suggests that patients with higher expectations due to understanding of the disease and/or higher status in the society are usually affected more severely. Although we could not find any relation with internalized stigma and gender, Kötekoğlu et al. found that the level of internalized stigma is more pronounced in male patients. [13] They suggested that the appearance of acne lesions may have adversely affected the perception that the opposite sex does not find them attractive enough, which can increase the likelihood of romantic rejection. They also suggested that the decreased internalized stigma in women could be due to the ability of easy camouflage with makeup, which can prevent the negative image of the acne. [13] In women with vitiligo, scores of ISS and DLQI were found to be high even though they did not reach statistical significance, compared to males. Overall, the results showed that female patients are affected psychologically more severely by the disease, that their general health perceptions are more influenced, and that they experience stigmatization of the society and internalized stigmatization more often.
The strength of our study was comparing internalized stigma, with validated disease severity scores and accepted QoL scales, associated with three types of dermatological diseases in patients who frequently visit dermatology outpatient clinics. However, there were some limitations of our work. The cross-sectional study design led to limitations in revealing causality between illnesses and stigmatization. Furthermore, limited number of patients in each subtype of disease made it difficult for our outcomes to generalize to all individuals. Furthermore, QoL scales are based on individual responses and they only assess the level of impact of individuals accepting participation in the study. Moreover, the low number of samples in each disease group may have caused the inability to show a significant relationship/s between some variables.
conclusIon
The present study indicates that patients with AV, AA, and vitiligo internalize the negative stereotype judgments of the society for themselves. High levels of internalized stigma in the studied patients presented a parallel trend to the negative QoL. Therefore, internalized stigma may be one of the major factors affecting the QoL in these diseases. A successful psychoeducation program is essential to reduce stigmatization and to raise awareness of the disease. This issue is also crucial in terms of establishing compliance with treatment.
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